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Introduction oral prednisolone therapy at a dose of 60 mg/day was
started.
Arterial involvement in Behc¸et’s syndrome is not com- At operation, right and left groin incisions were
performed under epidural anaesthesia. A bifurcatedmon, but when this occurs it usually leads to aneurysm
formation. The 30–50% aneurysm rate at vascular ana- TALENT endoprosthesis (Medtronic Ave., U.S.A.) was
used. An aortic stent-graft (diameter: 26 mm; length:stomoses in these patients is due to vasculitis. This
report describes a patient with Behc¸et’s syndrome who 50 mm) with a single limb (diameter: 10 mm; length:
95 mm) was inserted via a 22 F delivery system throughdeveloped a 7 cm abdominal aortic aneurysm which
was treated with endovascular stenting. a transverse arteriotomy in the right common femoral
artery. The covered part of the stent-graft was po-
sitioned just below the renal arteries. Similarly, a
contralateral limb (diameter: 10 mm; length: 90 mm)
Case Report was inserted via an 18 F delivery system through the
left common femoral artery. The landing zone was in
A 51-year-old male with Behc¸et’s syndrome, diagnosed the common iliac arteries just above the origin of the
in 1989, was under outpatient surveillance for ab- internal iliacs. The stent-graft was expanded with a low
dominal aortic aneurysm. At his last visit, ap- pressure (2 Atm) balloon. Completion arteriography
proximately 2 years ago, he had a 5.3 cm infrarenal confirmed good positioning of the stent-graft without
aortic aneurysm. Relevant co-morbid diseases in- leaks. The procedure was completed in 95 min using
cluded recurrent venous thrombosis (superficial and 110 ml of contrast medium (Iopamiro).
deep) and pulmonary emboli 6 years previously (in Recovery was uneventful apart from a slight pyrexia
1994). on the night of the procedure, and the patient was
The patient was lost to follow-up until recently discharged two days later. CT angiography was carried
when he reappeared complaining of abdominal pain. out 1 and 6 months following the endovascular treat-
A CT scan demonstrated that his AAA had enlarged to ment (Fig. 2a and 2b). Good positioning and patency
a diameter of 7 cm. On examination, a tender pulsatile of the graft was confirmed, no femoral aneurysms
abdominal mass could be felt. Laboratory results were were detected and there was considerable regression
normal as were carotid duplex and thoracic CT scan. of the aortic aneurysm. Clinically, the abdomen was
CT angiography was used to assess the feasability of not tender and there were no aneurysms in the groins.
endovascular repair (Fig. 1a and 1b). In the meantime,
Discussion
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Endovascular treatment is a recent innovation and
may well be the treatment of choice in patients with
major risk factors for open surgery.13–16
Technical difficulties associated with the surgical
treatment of vascular lesions in Behc¸et’s syndrome
are due to the nature of the histopathologic changes.
Recurrent false aneurysms in anastomotic sites
develop in 30–50% of cases.5,17,18 To avoid such
complications anastomoses are performed in
macroscopically disease-free segments. An-
eurysmorrhaphy, ligation of aneurysms when possible
and wrapping the anastomoses by sutures with
pledgets are alternatives to standard replacement sur-
gery.17–19
Endovascular treatment was therefore deemed the
most suitable for this patient. Hitherto, endovascular
treatment has only been employed in a few patients
with Behc¸et’s syndrome for a variety of lesions, mainly
for fistulae. The procedure in our patient was relatively
Fig. 1. (a) MIP reconstruction showing a saccular aneurysm in the distal aorta. There is some calcification in the aortic wall. (b) Antero-
posterior DSA projection just prior to the insertion of the stent-graft.
Turkish dermatologist Behc¸et.1 Although many
patients have since been diagnosed with the syndrome,
the aetiology is still unknown. The syndrome is a
multisystem inflammatory disease affecting mainly
young patients with the highest prevalence in the
Middle East and Japan.2–4
Vasculitis is the predominant histopathologic lesion
in Behc¸et’s syndrome.2–4 Vascular lesions occur in up
to 25–35% of the patients and these mostly present
either in the form of venous thrombosis or arterial
(true or false) aneurysms.4–6 Sixty-eight percent of all
Behc¸et’s patients with vascular involvement have both
venous and arterial lesions, 25% have venous lesions
alone and only 7% have arterial lesions alone.6–8 Al-
though vascular complications are the major cause of
death in Behc¸et’s syndrome, they are not per se one of
the five major criteria for diagnosis.3,9
Arteries of all sizes may be involved and aneurysms
have been reported in the left ventricle, pulmonary,
carotid, renal and hepatic arteries as well as in arteries straightforward for the following reasons. The neck
above the aneurysmal sac was long, allowing a secureof the extremities.10–12 The most frequently encountered
aneurysm is in the abdominal aorta. anchoring of the stent-graft in the aorta. The an-
eurysmal sac was short, as is often seen with pseudo-In common practice, large abdominal aortic an-
eurysms are treated to prevent rupture and death. The aneurysms and sacular rather then diffuse aneurysms.
No embolisation was necessary. The patient was rel-majority of these patients receive an open operation.
EJVES Extra, 2001
S. S. Nitecki et al.80
Fig. 2. (a) MIP reconstruction, obtained 1 week after the deployment of the stent-graft, demonstrating complete exclusion of the aneurysm.
Both renal and iliac arteries are patent. Note only the uncovered part of the stent reaches to the right renal artery orifice. (b) An axial
slice just distal to the bifurcation of the stent-graft showing the thrombosed aneurysmal sac at its maximal diameter (69.8 mm). There are
no endoleaks.
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